Introduction 4
Burkholderia cepacia complex are aerobic, oxidase positive, motile, non-fermentative, spore-5 free gram negative bacilli which may lead to opportunistic infections. They are commonly 6 found in soil and humid environment. Burkholderia cepacia complex includes at least 21 7 species which are phenotypically similar but genotypically different. Its identification is difficult 8 with routine biochemical tests. İdentification may be incorrect despite the presence of 9 commercial kits. Therefore confirmation and molecular tests should be performed in 10 reference laboratories (1). Burkholderia cepacia complex has recently emerged as 11 pathogens which lead to necrotizing pneumonia and bacteriemia particularly in patients with 12 cystic fibrosis and chronic granulomatous disease and which is intrinsically resistant to most 13 antibiotics (2,3). However its pathogenicity is not limited with cystic fibrosis patients, it may 14 lead to colonization and infection in respiratory tract, blood stream and urinary tract in 15 immune compromised patients. Bcc infection was reported in intensive care units, dialysis 16 patients, transplant patients, newborn-pediatric population and in patients with intra-venous 17 catheters. Bcc is intrinsically resistant to aminoglycosides and polymyxine, resistant to beta-18 lactam antibiotics and carbapenems. Being highly contagious in hospital environment 19 increases the importance of early diagnosis and treatment. 20
The present study aims at investigation of the bacteriemia outbreak in 6 patients who were 21 hospitalized at Pediatrics Department of Tekirdağ Namık Kemal University Medical School 22 and who were detected to have Burkholderia cepacia complex growing in blood culture. 23
Material and Methods 24
Six patients who were hospitalized at General Pediatrics Clinic of Tekirdağ Namık Kemal 25 
51
Of the six patients who were detected to have Bcc growing in blood culture, four were girls 52 and two were boys. Age range was 8 months and 14.5 years. The patients did not have the 53 history of congenital anomaly, growth and developmental retardation, chronic diarrhea, 54 immune deficiency or cystic fibrosis. Weight and height were normal according to the age. 55
The first patient was hospitalized due to left renal agenesis, urinary tract infection and renal 56 failure. Bcc growing was detected in blood culture obtained due to high fever at the 3 rd day of 57 hospitalization. New patient hospitalizations were stopped due to Bcc growing in blood 58
cultures which was obtained due to high fever in the remaining five patients. The third and 59 fourth patients required mechanic ventilation at the Intensive Care Unit as they developed 60 respiratory failure. 61
The bacteriae which grew in blood cultures of the patients were identified as Burkholderia 62 Bcc may spread from one person to another directly through infected excretions and drops; 92 indirectly through contaminated devices and equipment. Isolation of the infected patient from 93 the others is of great importance. As the result of the outbreak at out hospital, sterilization 94 conditions were checked, measures for isolation, hand hygiene was taken, disposable gloves 95 and masks were used , duration of visits was decided to be shorter, health professionals' 96 education and environmental factors were decided to be improved. 97
Bcc rarely leads to an infection in healthy individuals and has a low mortality and morbidity 98 despite having a high intrinsical resistance to many antimicrobial and antiseptic agents 99 (14,15). Bcc may lead to life-threatening opportunistic infections like urinary tract infection, 100 septic arthritis, peritonitis, bacteriemia, sepsis, osteomyelitis, meningitis, pulmonary abscess, pneumonia in risky patients, particularly intensive care unit patients who had an underlying 102 disease, chronic granulomatous disease, oncologic diseases, cystic fibrosis or who are 103 immune-compromised, who are constantly applied catheter/medical devices. It may also lead 104 to secondary uro-genital infections due to the uro-genital interventions (6, 16) . Ratio of 105 intensive care unit hospitalization was reported as 61.9% by Dizbay and 52.9% by 106
Srinivasan. This ratio was 33% in our patients. Mortality rate was reported as 41-83% in Bcc-107 related infections (3, 4) . 108
While vast majority of Bcc outbreaks was originated from intensive care units, our patients 109 were hospitalized at Pediatrics Clinic. The 10-months old female patient who was discharged 110 after completion of cystic fibrosis and recurrent pneumonia treatment 10 days ago was 111 suspected to be the main source however bacterial growing could not be detected. 112
Conclusion 113
Bcc which includes nosocomial opportunistic microorganisms leads to outbreaks at intensive 114 care units due to the natural resistance to many antibiotics. It is associated with mortality and 115 morbidity particularly at newborn, pediatrics and adult intensive care units. Removing the 116 main source, isolation, hand hygiene, the use of disposable gloves and masks, making short 117 visits, education of the staff, environmental cleaning and disinfection are very important for 118 prevention of the spread of the outbreak. In our study, outbreak could be terminated in a 119 short time through infection control measures which were taken rapidly just after the Bcc 120 bacteriemia which was seen in Pediatrics Clinic and of which the source could not be 121 detected. Bcc infection should be kept in mind in the patients who are hospitalized at 122 pediatrics clinics and intensive care units and who are resistant to treatment; and the 123 required measures should be taken. 124 
